SUMMARY A survey in a London borough showed that 15% of adults living at home were restricted in one or more areas of their lives because of illness. A sample of these adults aged 25 to 75 years was interviewed using a validated medical questionnaire, and the severity of their restrictions was also assessed using a separate instrument. Many symptoms were found which had not been reported to a doctor and many were not being treated. When the disability scores were regressed on symptoms classified as reported to a doctor, unreported, or absent, with a few exceptions it was the reported symptoms that were significantly associated with disability. Similarly, when symptoms were classified as treated (by doctor or respondent), untreated, or absent, treated symptoms were associated with disability. Some disabling symptoms were similar to the effects, mainly adverse, of commonly prescribed drugs, and these symptoms were reported more frequently by respondents taking the possible offending drug than by those not taking the drug. It appears that making general practitioners aware of unreported and untreated symptoms among their 25 to 75 year old patients will not reduce the overall level of disability in the community. However, the iatrogenic component of disability needs to be studied further.
The World Health Organization's (WHO) international classification of disablement' defines the terms impairment, disability, and handicap and then links them together in a conceptual scheme such that handicap is seen as consequent on disability or impairment, disability as consequent on Respondents were asked whether they suffered from each of the medical or surgical conditions and symptoms in turn. For each symptom respondents were asked whether it was being treated (with drugs or surgical appliances), whether it had been reported to a doctor, and whether a doctor had prescribed the treatment. Respondents were asked to show the interviewers all the medication they were taking. The interviewers wrote down the medication names from the label, and these were coded using a four digit code based on the pharmacological and general indices of Mimms. '6 Respondents who had been to the doctor in the two weeks preceding the first interview were asked their reasons for consulting the doctor and the services the doctor provided.
The repeatability of the medical or surgical conditions and symptoms check lists over two days and two weeks was tested on patients aged 25 to 75 booked to attend outpatient clinics for the first time and who were classified as disabled using the original postal screening questionnaire. The repeatability of patients' statements about reporting of symptoms to doctors over two days, two weeks, and four weeks was tested after the patients had been to the clinic. The validity of the patients' statements about the conditions from which they believed they were suffering, the medication being taken, and the symptom they said had been reported to the doctor were checked by interviews with the clinic doctors. Table 3 shows the symptoms most frequently mentioned by the disabled as being neither reported to a doctor nor treated by the respondents themselves. The only symptoms not reported to a doctor which were being treated by the disabled themselves that were mentioned by 5% or more of respondents in any age group were dry cough or sore throat; headaches; toothache, pain in jaw or sore gums; and constipation. Only statistically significant regression coefficients (p<0-05) are shown. 'untreated', or 'absent', it was mainly treated symptoms that were significantly associated with disability. Only four untreated symptoms (reported and unreported to a doctor)
were significantly associated with disability. Untreated constipation was significantly associated (p<0-05) with being restricted in body care, getting around the house and outside, and daytime rests. Untreated spells of giddiness were significantly associated with restriction in housework and almost significantly (p<0 10) with restriction in visiting friends. Untreated shortness of breath and straining or unusual delay in urination were significantly associated with restriction in body care.
CONTRIBUTIONS OF UNREPORTED AND UNTREATED SYMPTOMS TO LEVEL OF DISABILITY IN THE COMMUNITY
Symptoms that had been reported to a doctor or were being treated explained between 25 and 40% of the variance in disability in the different areas of life. Symptoms unreported to doctors or untreated added less than 0-1%O to the amount of variance explained.
SYMPTOMS AND DRUGS
There was reason to believe that iatrogenic symptoms might be common among disabled people in Lambeth. As many as 80% of the patient-initiated consultations with general practitioners in the fortnight preceding the first interview resulted in a prescription. Only 25% of the respondents were not taking any drugs, 16% were taking four or more drugs, and some were taking as many as 11 different drugs. In the two weeks preceding the interview, half as many respondents went to the surgery to collect a repeat prescription without actually talking to their doctors as went to consult them in person.
Drugs most commonly taken by the sample of 692 disabled were analgesics (36%), hypnotics (25%), diuretics (21%), sedative/tranquillisers (15%), and antidepressants (7%). Some of the symptoms that had been found to be associated with restricted performance in the different areas of life can be caused or aggravated by these drugs (table 5). Table  6 shows the proportion of respondents with and without these disabling symptoms taking drugs which can cause or aggravate them.
Analgesics were taken significantly more frequently by respondents complaining of stomach pain between meals or disturbing sleep at night, constipation, and spells of giddiness than by respondents without those symptoms. Antidepressants were taken more frequently by respondents complaining of straining or unusual delay in urination and diuretics more frequently by those complaining of difficulty in sleeping.
Some of the psychological symptoms could be the effects of "depression" or psychotropic drugs. Sedatives were taken more frequently by respondents complaining of difficulty in keeping balance on feet, general tiredness or weakness and trouble in learning, remembering or thinking clearly common, the regression analyses showed that only three untreated symptoms (constipation, giddiness, shortness of breath) and four unreported symptoms (shortness of breath, giddiness, diarrhoea/vomiting, feeling hot, nervous, or shaky) were associated with disability. There have not been any previous studies of the frequency and significance of unreported and/or untreated symptoms among the disabled so the only surveys with which our findings can be compared are the screening studies of the elderly, many of whom are disabled. Although, Lowther et al9 found on follow-up 18 to 30 months after screening that 23% of elderly patients were "helped by early diagnosis", and Williams"9 reported a comparable benefit in 27%, a randomised controlled trial was needed to evaluate the benefit of identifying unreported, untreated health problems. A randomised controlled trial of geriatric screening was undertaken over a two-year period by Tulloch and Moore.10 In the screened group, 380 medical conditions were reported, 144 (38%) of which were previously undetected. However, independent assessment of patients in the study and control groups at the end of the two-year period showed that the screening programme had made no significant impact on disability. The results of the trial suggest that few of the unreported, untreated symptoms were associated with disability.
There was circumstantial evidence that iatrogenic symptoms would be common in Lambeth, and it was observed that some of the disabling symptoms could be the effects, mainly adverse, of the drugs being taken most frequently. A "possible adverse drug reaction" has been defined as one that is known to occur but, firstly, the temporal relation is unclear and, secondly, other causes are possible."0 
